Conclusions-Necrotising fasciitis caused by Streptococcus pyogenes infection can be rapidly fatal. This is probably the result of a toxic shock syndrome. Rapid, early diagnosis and swift and probably empirical treatment is required to avoid a fatal outcome. (7 Clin Pathol 1993;46:617-620) 
Subcutaneous soft tissue infections are often caused by mixed organisms. They occur principally in patients who have had surgery and those with predisposing conditions, such as diabetes mellitus or malignancy. But they can occur apparently spontaneously or after minor injury in otherwise healthy people. In most patients they have a relatively indolent course with a prolonged period of recovery.14 In more rapidly advancing cases it may take many days before the diagnosis is made and treatment is instigated.5 Mortalities of 30-50% have been reported.5-8 Death sometimes occurs after a prolonged illness,9 10 but often within a week. The rapid and fatal progression of streptococcal necrotising fasciitis in those not otherwise thought to be at risk is rare.
Case reports
In the five cases presented the diagnosis of Streptococcus pyogenes necrotising fasciitis was based on the appearances at post mortem examination together with definitive bacteriological identification either from antemortem culture from the infected site or blood cultures or post mortem cultures from the infected site, viscera, or blood. Specimens were cultured for both anaerobic and aerobic organisms. Normal laboratory methods were used for identification, and Lancefield grouping was performed using a commercial system. Further M and T typing was not performed. Sensitivity testing was carried out on isolates. Features noted at post mortem examination were the possible portals of entry of infection, the extent of spread of the fasciitis, the presence or absence of muscle disease and whether there was evidence of disease in tissues distant to the primary site of infection. CASE 1 A 70 year old previously healthy woman was admitted to hospital, confused and dyspnoeic, with gross oedema of the right orbit extending into the face and neck. The initial diagnosis was angioneurotic oedema. Later the skin started to blister and she had increasing respiratory distress. Single doses of flucloxacillin (500 mg) and benzylpenicillin (1 MU) were given on an empirical basis intravenously within two hours of death. She had become unwell on the day of admission and died eight hours and 35 minutes after admission (17 hours 30 minutes after the onset of symptoms).
Post mortem examination showed small scalp abrasions. Necrotising fasciitis affected the whole scalp and most of the face and neck, especially on the right side. There was a line of demarcation on the upper third of the chest anteriorly. An underlying myositis was present. The pleura showed evidence of petechial haemorrhaging. The larynx, trachea, and oesophagus were oedematous and the stomach contained bloodstained fluid. Medullary haemorrhage in the adrenals was present. Lymphadenopathy was confined to the neck nodes draining the site of infection. CASE An 82 year old woman, while an inpatient for investigation and treatment of a macrocytic anaemia, developed a hot swollen lower left leg. A diagnosis of cellulitis or possible deep vein thrombosis was considered and oral erythromycin was given. There was no response to this and death occurred on the second day within 48 hours of onset of the swollen leg. Post mortem examination showed oedema of both legs, mainly the left in which there was a necrotising fasciitis with overlying blistering. A sharp line of demarcation was present over the inguinal ligament. The left calf muscle showed a myositis with foci of pus. The myocardium was pale and flabby and the spleen and lungs were congested. CASE 4 An 81 year old woman presented with an eight hour history of diarrhoea. On admission she was very confused and a small laceration was seen at the right elbow with surrounding oedema. There was a rapid decline in her clinical condition and death ensued 11 hours after admission. The only treatment given was intravenous saline and dextrose and oral chlormethiazole edisylate.
Post mortem examination showed oedema, discoloration, and blistering of the skin of the wrist, the right forearm, and the lower half of the right upper arm. Small abrasions were present on the right elbow. The infective process extended into underlying muscle and affected various muscle compartments. The heart was flabby and the myocardium had areas of softening. 
